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7.1 

SECTION 7 
FORMS 

 
Prior Authorization 
 
Providers are required to seek prior authorization for certain specified services before 
delivery of the services.  In addition to services that are available through the traditional 
Medicaid Program, expanded services are available to children 20 years of age and 
under through the Healthy Children and Youth (HCY) Program.  Some expanded 
services also require prior authorization. 
 
The following general guidelines pertain to all prior authorized services. 
 

• A Prior Authorization (PA) Request (yellow form) must be completed and 
mailed to Verizon Information Technologies,Inc, P.O. Box 5700, Jefferson 
City, MO, 65102.  Providers should keep a copy of the original PA request 
form as the form is not returned to the provider. 

 
• The provider performing the service must submit the PA request form. 

Sufficient documentation or information must be included with the request to 
determine the medical necessity of the service. 

 
• The service must be prescribed by a physician or nurse practitioner. 

 
• PA requests are not to be submitted for services prescribed to an ineligible 

patient.  State Consultants review for medical necessity only and do not verify 
a patient’s eligibility. 

 
• Expanded HCY (EPSDT) services are limited to patients under the age of 21 

and are not reimbursed for patients 21 and over even if prior authorized. 
 

• Payment is not made for services initiated before the approval date on the 
PA request form or after the authorization deadline.  For services to continue 
after the expiration date of an existing PA, a new PA request must be 
completed and mailed to Verizon. 

 
• An approved prior authorization does not guarantee payment. 

 
Whether the prior authorization is approved or denied, a disposition letter will be mailed 
to the provider containing all of the detail information related to the prior authorization 
request.  All other documentation submitted with the prior authorization request will not 
be returned.  All requests for changes to an approved prior authorization should be 
indicated on the disposition letter and submitted to the same address as the original 
prior authorization request.  PA requests which are denied must be resubmitted to 
Verizon with additional documentation as needed.  Providers do not have to obtain a 
new PA request form signed by the prescribing practitioner, but may submit a legible 
copy of the original PA request. 
  
Instructions for completing the PA request form are found in Section 8 of the Medicaid 
Provider’s Manual available on the Internet at www.dss.mo.gov/dms.  Instructions are 
also self-contained on the back of the PA request form. 
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7.4 

Certificate of Medical Necessity 
 
Providers are required to obtain a signed Certificate of Medical Necessity (MN) form for 
procedures identified in Section 19 of the MO Medicaid Durable Medical Equipment 
Manual.  The following general guidelines apply to all items, services or supplies 
requiring a MN. 
 

• A MN form must be completed and mailed to Verizon Information 
Technologies, Inc, P.O. Box 5900, Jefferson City, MO, 65102.  Providers 
should retain a legible copy of the MN form in the patient’s record.  In the 
event the first submission of the MN form is denied for additional and/or 
corrected information, a legible copy may be mailed to Verizon for 
reconsideration. 

 
• The medical reason why the item, service, or supplies were needed must be 

stated fully and clearly on the MN form relating to the particular patient 
involved. 

 
• The item, service, or supply must be prescribed by a physician or nurse 

practitioner.  The original signature of the prescribing individual is required in 
the “Attending/Prescribing Physician Name” field.  An authorized staff 
member of the DME company who provided the service must sign in the 
“Provider Signature” field. 

 
• The appropriate modifier must be stated with the HCPCS code on the MN 

form.   
 

• An approved MN form is valid for six (6) months from the “Date Prescribed”.  
Any claim received matching the criteria, including the modifier, on the MN for 
that time period can be processed for payment.  Additional MN forms must be 
obtained every six months if the patient’s medical need for the service 
continues. 

 
• Medical consultants and medical review staff review the MN form to make a 

determination regarding approval of the service.  Approval of an MN form 
does not guarantee payment of claims. 

 
Instructions for completing the Certificate of Medical Necessity form are found in 
Section 14 of the MO Medicaid Durable Medical Equipment Manual available on the 
Internet at www.dss.mo.gov/dms. 
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7.6 

Oxygen and Respiratory Equipment Medical Justification 
 
Providers are required to obtain a signed Oxygen and Respiratory Equipment Medical 
Justification (OREMJ) form for procedures identified in Section 19 of the MO Medicaid 
Durable Medical Equipment Manual.  The following general guidelines apply to all 
oxygen and respiratory equipment requiring an OREMJ form. 
 

• An OREMJ form must be completed and mailed to Verizon Information 
Technologies, Inc, P.O. Box 5900, Jefferson City, MO, 65102.  Providers should 
retain a legible copy of the OREMJ in the patient’s record.  If the initial 
submission of the OREMJ form is denied for additional and/or corrected 
information, a legible copy may be mailed to Verizon for reconsideration. 

 
• A new OREMJ form must be completed every 12 months.  The patient’s 

attending/prescribing physician must reevaluate the patient at the end of the 12-
month period to determine if any change in oxygen dosage or discontinuance of 
oxygen therapy is appropriate.  The attending/prescribing physician who has 
examined the patient should complete sections B, C, and E as well as signing 
and dating the form. 

 
• The attending/prescribing physician must have seen the patient, in person, within 

30 days prior to the original request for oxygen therapy and within 60 days prior 
to recertification.  These same guidelines apply to testing the patients, i.e., 
obtaining a new Arterial Blood Gas Study (ABG) or an ear or pulse oximetry. 

 
• The appropriate modifier must be stated with the HCPCS code on the OREMJ 

form. 
 

• The State Respiratory Consultant reviews the OREMJ forms to determine if 
oxygen therapy will be approved.  A prescription for oxygen that states “Oxygen 
PRN” or “Oxygen as needed” is not sufficient and will not be approved.  Approval 
of an OREMJ form does not guarantee payment of claims. 

 
Instructions for completing the OREMJ form are found in Section 14 of the MO 
Medicaid Durable Medical Equipment Manual available on the Internet at 
www.dss.mo.gov/dms. 
 
 
 
 
 


